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Popliteal Aneurysms Authors' Reply
The authors would like to thank Dr Kasirajan for his
input and comments on our article regarding the man-
agement of traumatic popliteal pseudoaneurysms.
The use of an endovascular balloon occlusion catheter
to provide proximal control of the aneurysm in add-
ition to allowing pre- and post-operative angiograghy
is a novel and useful technique as he so well illus-
trates. In our experience many of these chronic
popliteal artery pseudoaneurysms are associated
with extensive fibrotic tissue within the popliteal
fossa that is often very vascular.1 Therefore we advo-
cate the use of a proximal thigh tourniquet, as the limb
can be exsanguinated and the aneurysm controlled in
an almost complete bloodless field. One would not
expect to achieve this with simple occlusion of the
superficial femoral or proximal popliteal artery alone.
The posterior approach to the popliteal artery may
be an option for smaller pseudoaneurysms. However,
we have shown from our own series where all aneur-
ysms were larger than 8 cm and associated with
marked fixed flexion deformities, that the medial
approach is more desirable not only for access to the
distal popliteal artery and trifurcation but the ease of
harvesting saphenous vein for reconstruction.
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I read with interest the article by Woolgar JD et al.1 I
recently had the opportunity to operate on a male
patient who presented with a delayed popliteal artery
aneurysm, secondary to a blunt trauma to the knee.
The patient presented 4-months after the primary
injury with a flexion deformity of the knee and a
pulsatile popliteal mass. Duplex ultrasound con-
firmed a 6-cm popliteal aneurysm. The patient was
taken to our operating room angio-suite and a diag-
nostic angiogram was performed from the contralat-
eral femoral artery. The patient was then turned prone
and a posterior popliteal approach was performed.
This approach was used to decompress the aneurysm
as the patient had symptoms of nerve and vein com-
pression. Due to the proximal exent of the aneurysm, a
6-mm balloon was left in the superficial femoral artery
for proximal control. A reversed saphenous vein graft
was used to reconstruct the popliteal artery after
aneurysm decompression. A completion angiogram
was performed through the guide wire lumen of the
balloon occlusion catheter. We have routinely pre-
ferred the posterior approach for giant popliteal artery
aneurysms, especially with symptoms suggestive of
nerve and/or vein compression.2 Operating room
endovascular capacity provides an attractive opinion
for endoluminal proximal control and completion
angiogram via the guide wire lumen of the balloon
occlusion catheter.
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